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Abstract 

Objective: This research describes the organization of patient education in hospitals and the conditions that influence this in the Netherlands, 
Flanders and England. 

Methods: The research consists of document analysis and interviews. 

Results: On the organizational level, there can be a patient information desk (England and the Netherlands) and/or a specialized officer on 
patient education (the Netherlands and England). In the three countries/regions, the organization of patient education on the program level, for 
patient groups, is characterized by consultations of specialized nurses, patient information materials and patient education policy. Expert 
centers stimulate patient education through training and quality projects. Lobbying by patient organizations is important for the setting up of 
patient education. Both expert centers and patient organizations are financially dependent on and respond to policy of the government. 
Conclusion: Patient education is mostly organized on the organizational level or the program level, or both. Patient organizations and expert 
centers are conditions that are dependent on the government. Government policy and subsidies are considered as the most important 
conditions for the organization of patient education in hospitals. 

Practice implications: Commitment of officers working in patient education to the Elealth Promoting Elospital project and the European 
Association for Communication in Elealthcare could stimulate patient education. 

© 2006 Elsevier Ireland Ltd. All rights reserved. 
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1. Introduction 

There are huge differences between national health 
systems within the EU [1]. One important difference is that 
British hospitals are government organizations run by the 
National Health Service (NHS). Hospitals in the Nether¬ 
lands and Belgium are private organizations subject to 
national legislation. Government cannot directly steer these 
private hospitals through policy [2]. In Flanders, there is 
little policy in healthcare [3]. In England and the Nether¬ 
lands, there is more government policy on hospital matters. 

* The research reported in this article was carried out as part of the 
first author’s master thesis in interdisciplinary social science at Utrecht 
University. 
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These differences between healthcare systems are likely to 
influence the organization of patient education. 

Comparative research into general practice has shown 
differences between European countries in patient expecta¬ 
tions and patient evaluations of doctor-patient communica¬ 
tion [4]. There is no international comparative research on 
patient communication in hospitals. In general, there are 
many studies on the effectiveness of patient communication, 
but little is known about the current organization of patient 
communication. There is scarce evidence of which 
conditions at national level can stimulate patient education 
[5]. This is why, the organization of patient education within 
Western European countries was chosen as the subject for 
this present research. 

Patient education can be organized at national level, 
for instance, by developing websites that provide patient 
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Level 

Conditions 

International level 

EU programs, policy of NGOs 

National level 

Patient rights, government policy, 
government subsidy, policy of 
patient organizations, policy of 
expert centers 

Hospital/organizational level 

Hospital policy, patient education 
officers, information desk 

Program level 

Guidelines, education guidelines, 
patient leaflets, specialized nurses 


Fig. 1. Levels of responsibility for patient education. 


information. It can also be a responsibility for every 
hospital, which is referred to as the hospital or organiza¬ 
tional level of patient education. And patient education can 
also be organized for specific patient groups, such as 
programs for diabetics or breast cancer patients. This is 
called the program level of organization of patient 
education. And finally, patient education can be the 
responsibility of the individual healthcare worker. Fig. 1 
shows the conditions that can influence the organization of 
patient education on each level. 

In this study, we looked for differences in the 
organization of patient education in hospitals and at the 
conditions that influenced this. Three English or Dutch 
speaking EU countries/regions were selected: the Nether¬ 
lands, Flanders and England. Because of differences in 
regional governments, in Great Britain only England was 
included in the study, and Flanders in Belgium. 

The research questions are: 

(1) How is patient education organized at the organizational 
and program levels in hospitals in the Netherlands, 
Flanders and England? 

(2) What are the conditions that influence the organization 
of patient education in hospitals in the Netherlands, 
Flanders and England? 

Patient education is defined by Van den Borne as: ‘a 
systematic learning experience in which a combination of 
methods is generally used, such as the provision of 
information and advice and behavior modification techni¬ 
ques, which influence the way the patient experiences his 
illness and/or his knowledge and health behavior, aimed at 
improving or maintaining health or learning to cope with a 
condition, usually a chronic one’ [6]. Patient education is 
therefore an element of patient communication and health 
communication and an integral part of the healthcare 
process. 

2. Methods 

Two methods were used: document analysis and inter¬ 
views. 


2.1. Document analysis 

The document analysis was performed in 2004, and 
focused on books, congress papers, articles and websites. The 
documents were selected using Omega online contents, 
catalogues from Utrecht University (UU), Netherlands 
Institute for Health Services Research (NIVEL), Netherlands 
Institute for Health Promotion and Disease Prevention 
(NIGZ) and an online Google search of the internet. The 
catalogues from the UU, NIGZ and NIVEL were searched for 
the words: patient education, patient communication, 
healthcare communication, patient compliance, informed 
consent, shared decision making, healthcare Europe, health¬ 
care system and patient rights. These words were searched for 
in English and a Dutch translation. Eighty English and 56 
Dutch documents were selected. Omega online contents were 
searched for the words: patient education, patient commu¬ 
nication and healthcare communication in combination with 
the region/country names: the Netherlands, Flanders/Bel¬ 
gium, England/Great Britain/United Kingdom. After the 
names and/or abstracts of articles had been screened, five 
relevant articles were found. Google was used to search the 
internet for the combination of the words: patient education/ 
patient communication, organization and hospital, in English 
and Dutch translation. The first 50 pages of every search were 
screened and a total of 24 websites were selected. 

The contents of the selected documents and websites 
were screened for information on the levels of organization 
of patient education and the conditions for this—as set out in 
Fig. 1. Examples of these conditions are policy on and 
subsidies for patient education, patient rights on information 
and consent, guidelines on patient education and the 
presence of officers or nurses tasked with organizing patient 
education in hospitals. Policy can be that of hospitals, 
governments, patient organizations, expert centers, health 
insurance companies, professional organizations for health¬ 
care workers or NGOs relevant for communication in the 
healthcare sector. After screening, 95 documents and 24 
websites remained. Relevant information found in these 
documents is described in Section 3 and literature references 
are given. 

2.2. Interviews 

In each country/region, five interviews were held in the 
period between November 2004 and May 2005. Depending 
on the characteristics of the country/region, these interviews 
were conducted with an officer responsible for all or some of 
the organization of patient education on the organizational 
level in a hospital, a policy officer from a patient 
organization, a policy officer from an expert center, a 
department executive of a health insurance company, a 
national government ombudsman and a committee member 
of a professional organization in patient education. Not 
every officer mentioned was consulted in all three countries/ 
regions because of the differences in the healthcare systems. 
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For instance, there are no health insurance companies in 
England and in Flanders there is no expert center on patient 
education. In the interviews, the description of how patient 
education is organized according to the document analysis 
was verified and the situation in that particular country was 
further elaborated upon. The interview questions focused on 
the conditions for the organization of patient education that 
the respondent knew most about, for instance, the policy of 
an expert center or national patient rights. The interviews in 
hospitals also focused on the types of patient education 
offered to diabetes, stroke and cataract patients. 

The interviews were transcribed and analyzed by coding 
text fragments. The codes can be used to compare fragments 
on one subject from different interviews. The main codes 
were the levels of the organization of patient communication 
given in Fig. 1: international level, national level, 
organizational level, program level. Each main code had 
subcodes, which are the conditions listed in Fig. 1. Subcodes 
for the main code of national level are, for instance, 
government policy and the policy of expert centers. The 
outcomes of the document analysis and the interviews 
confirmed each other. The additional value of the interviews 
was the information gained about the organization of patient 
education in practice, recent policy developments and about 
the impact of differences in the national health systems on 
the organization of patient education. 

3. Results 

The countries differ in the level(s) on which patient 
education is organized. There are differences on the 
organizational level in the presence or absence of patient 
education officers and patient information desks, and on 
program level on the presence or absence of specialized 
nurses, patient information materials and guidelines on 
patient education for specific patient groups. These and other 
differences in the organization of patient education will be 
presented. The conditions that influence the organization of 
hospital-related patient education that were found in the 
documents and/or mentioned by respondents are described. 
Little information was found on policy on patient education 
among professional organizations for doctors, nurses and 
paramedics. Therefore, this could not be described as a 
condition. The most important conditions found in this 
research are the national government, patients organizations 
and expert centers. 

3.1. The Netherlands 

The Dutch government initiated the employment of 
patient education coordinators in hospitals in the 1980s. 
After a pilot project, almost all hospitals employed a patient 
education coordinator [7]. These officers work at the 
organizational level of patient education and are now 
generally called patient communications officers. The 


patient communications officers are organized within a 
professional organization, the Association for Patient 
Education and Counseling (Vereniging PatientenVoorlicht- 
ing, VPV) [8]. The most common functions are those of 
patient communications advisor and patient communica¬ 
tions officer [9]. Patient communications advisors work in 
quality projects on patient communication, advise health¬ 
care workers and edit patient education materials. The 
patient communications advisor is usually the executive of a 
patient information desk. More than half of the Dutch 
hospitals have a patient information desk. The patient 
communications officers working at the desks give 
complementary information to patients and visitors and 
register patient’s complaints about the hospital. More than 
half the hospitals have a network of nurses with special tasks 
in patient education, referred to as contact persons (COPA) 
networks [8]. The patient communications officers, the 
COPA networks and the patient information desks together 
form the organizational level of patient education. 

On the national level, it is the expert center on patient 
communication, the law on patients’ rights and patient 
organizations that stimulate conditions for patient commu¬ 
nication. The Dutch Institute for Health Promotion and 
Disease Prevention (NIGZ), established in 1980, is the 
expert center on patient communication. It is a government 
initiative and the government still structurally subsidizes a 
third of the budget. The NIGZ trains healthcare workers and 
patient communications officers, and is a partner in quality 
projects on patient communication [10]. As of 1995, the 
Medical Treatment Contract Act (WGBO) has made it the 
duty of healthcare workers to provide their patients with 
information [11-13]. This law greatly stimulated the policy 
and practice of patient education in hospitals and heralded 
the start of a broad implementation program that focused on 
informed consent. This program stimulated patient educa¬ 
tion because patients need to be informed to be able to give 
their consent. Tools such as communication protocols for 
doctors and reminders for patients were developed. The 
patient organizations were reorganized by the government in 
the 1990s into a National Platform, the Dutch Patients/ 
Consumers Federation (NPCF) [14]. This patient organiza¬ 
tion has a stimulating influence on the organization of 
patient education through lobbying and quality projects in 
health care [15]. 

In Dutch hospitals on the program level of patient 
education, there are specialized nurses with important roles 
in patient education for several patient groups. Dutch 
hospitals have a large number of patient leaflets on 
treatments that are developed within the hospital. Policy 
on face-to-face education is present in Dutch hospitals for 
some patient groups and is developed in multidisciplinary 
projects supported by a patient communications officer [8], 
In the case of the Amphia Hospital in Breda/Oosterhout, 
consulted in this research on patient education for diabetes, 
stroke and cataract patients, there are specialized nurses for 
diabetes and stroke patients. Information leaflets are also 
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available for these patients. A guideline on the timing of 
face-to-face and written information by healthcare workers 
is present for stroke and cataract patients. The organization 
of patient education on the program level consists therefore 
of patient leaflets for almost every patient group and 
specialized nurses or multidisciplinary education protocols 
for some patient groups. 

3.2. Flanders 

Most Flemish hospitals have little organization of patient 
education on the organizational level. The editing of patient 
information leaflets is an important activity on the 
organizational level. This task is generally among the 
responsibilities of a general communications officer. Some 
hospitals have quality projects in patient education. 
However, through a lack of national or regional policy 
there is no coherence in these initiatives [16]. The Saint 
Vincentius Hospital in Antwerp, part of the GuestHouse 
Sisters of Antwerp (GVA) group, has a network of contact 
persons for patient education. The communications officer is 
a central person within this network. The coordination of the 
network, editing patient leaflets and coordinating quality 
projects in patient education are among the responsibilities 
of the communications officer. Until recently these were the 
tasks of a patient education coordinator, but this function no 
longer exists. We found no other Flemish hospitals that had 
experience with a specialist patient communications officer. 
Neither did we find any Flemish hospital with an 
information desk for patients. An ombuds service is present 
in every hospital, but this is a service for complaints and not 
for patients’ requests for information. The organizational 
level of patient education therefore mostly consists of the 
development of patient leaflets by a general communications 
officer. 

Flanders has a lack of a healthcare policy, the main reason 
for which is the existence of a Federal and a Flemish 
government [3]. Cooperation between different govern¬ 
ments is an obstacle for the development of policy. In 2002, 
the Law on Patient’s Rights stipulated that every hospital 
should have an ombuds service [17]. The ombuds services 
have now been implemented in hospitals. The law also set 
out guidelines for patient education but these guidelines do 
not greatly influence practice. No implementation programs 
were started pursuant to the law on patient education, such as 
informed consent. One of the possible explanations for this 
might be the large amount of professional freedom enjoyed 
by Belgian doctors. Flanders has no expert center on patient 
education. Patient organizations lack influence both on the 
healthcare policy of the government and on hospital policy, 
due to a lack of funding. The health insurance companies 
have an important role in the defense of patients’ interests, 
which may sometimes conflict with other aims of the 
organization. There is no exchange between Walloon (the 
French speaking part of Belgium) organizations for patient 
education and Flemish hospitals. Although Wallonia has an 


expert center on patient education, a professional organiza¬ 
tion for nurses in patient education and a Health Promoting 
Hospital (HPH) network [16], Flemish hospitals do not 
benefit from these organizations. Explanations for this gap 
are the language differences (Dutch in Flanders as opposed 
to French in Wallonia) and the different regional govern¬ 
ments and health policy for Flanders and Wallonia. The most 
important conditions for patient education on a national 
level in Flanders are therefore the health insurance 
companies and the government. 

The Saint Vincentius Hospital, consulted in this research, 
has specialized nurses for various patient groups, such as 
diabetes. These nurses play an important role in patient 
education for this particular patient group. The hospital 
developed patient education leaflets for diabetes and cataract 
patients. Policy on when to give face-to-face information 
and leaflets is present for education with diabetes patients. 
On the program level, patient education therefore mostly 
consists of patient leaflets and for some patient groups there 
is a specialized nurse. 

3.3. England 

The British organization of patient education has 
undergone considerable development in the past 10 years 
due to changing government policy. The 2000 NHS plan 
describes the start of a Patient Advice and Liaison Service 
(PALS) on the organizational level of each hospital. The first 
aim of the PALS is to handle and solve patients’ complaints 
[18]. The PALS also receives requests for information and is 
able to give information on hospital services and offer 
guidance on how to access other health information. Some 
English hospitals have initiatives in the organization of 
patient education, but except for the PALS, these initiatives 
are not standard and not supported by national policy [19]. 
Some hospitals employ a patient literature officer. One of 
these hospitals is King’s College Hospital in London. These 
officers edit patient information leaflets. They are not 
involved in the quality of face-to-face patient education. The 
organizational level of patient education in English hospitals 
consists of a PALS and in some hospitals a patient literature 
officer. 

Organizations on the national level of patient education 
mainly focus on written patient information. The Health 
Department and the hospital insurance company of the NHS 
(the Clinical Negligence Scheme for Trusts), both have 
norms for the subjects that need to be covered in (hospital) 
patient information leaflets. In 1997, an expert center for 
health information was funded—the Center for Health 
Information Quality (CHIQ). The center has a quality 
hallmark for health information - mainly in the form of 
websites and leaflets - that focuses on readability of the text. 
The CHIQ also has a coordinating function in the training of 
PALS officers [20]. The future of this center is uncertain 
because of a lack of government funding. There are several 
national patient organizations, without a clear structure and 
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with a lack of funding and political influence [21,22]. There 
are some projects on patient education in the Health 
Promoting Hospitals network in England. In 1991, the 
Patients’ Charter was developed as a policy document on 
patients’ rights [22] . This document has no legal status, and 
therefore no individual rights can be derived from the charter 
[23]. In 2001, a new political program substituted this policy 
document: ‘Your guide to the NHS’. This document too has 
no legal status, but sets out the minimum service the NHS 
should deliver to patients [24]. The guide outlines sketchy 
norms on patient education. English law however does 
prescribe informed consent [25]. On the national level of 
hospital patient education, the Health Department, the NHS 
hospital insurance company and the CHIQ expert center are 
important conditions. 

On the program level of patient education there are 
several specialized nurses for patient groups, such as 
diabetes and stroke. The King’s College hospital has 
information leaflets available for some patient groups, for 
instance cataract patients. There is no policy on face-to-face 
patient education. Patient education on the program level 
therefore consists of patient leaflets and specialized nurses 
with an important role in patient education for some patient 
groups. 

3.4. Influence of the European organizations and the 
WHO 

Healthcare systems are a national concern within the 
European Union (EU). As a result, the EU as such has little 
policy on health care. The little policy that the EU did 
develop focuses on e-health and on collaboration between 
member states in matters relating to care for the elderly and 
health care [26,27], In this research, no influence of this 
policy on the organization of patient education was found. 

The World Health Organization (WHO) stimulates 
patient education through the Health Promoting Hospitals 
project [28,29]. As opposed to English hospital trusts, 
Flemish and Dutch hospitals are not connected to the HPH 
network [30,19]. The HPH networks advise (European) 
governments [16]. The financing of projects within the HPH 
project comes partly from EU sources. Health promotion 
projects aimed at patients and their relatives can encourage 
healthy behavior of patients and effective support from 
relatives. Examples of projects are interventions for smoking 
cessation and counseling on diet and physical training [31]. 
The range of subjects of HPH projects is broad and patient 
education projects are only a small part of HPH. The HPH is, 
however, important for including patient education in an 
integral vision on health promotion in hospitals [32]. 

There are various Non-Governmental Organizations 
(NGOs) on the European level, such as European patient 
organizations, professional organizations of healthcare 
workers and an organization for European hospitals. The 
goals of these organizations are mostly knowledge transfer 
and lobbying at European level. Most European NGOs focus 


on abstract themes and have no influence on the organization 
of patient education. The European Association for 
Communication in Healthcare (EACH) aims to stimulate 
research and education on communication in health care 
[33] and especially the reciprocity between these two [34]. A 
European organization with influence on the practice of 
patient education is the European Association for the Study 
of Diabetes (DESG) for healthcare workers in diabetes, 
which gives advice and best practice on patient education in 
diabetes [35]. 

4. Discussion and conclusion 

4.1. Discussion 

There is little research on the organization of patient 
education in hospitals. In 2000, Patient Education and 
Counseling published a couple of articles on the organiza¬ 
tion of patient education in European countries [14,17,25]. 
The perspectives from which these articles are written vary. 
The research examined in this present article gives a 
description of the organization of patient education within 
hospitals from an organizational perspective and gives an 
insight into the conditions influencing it. The organization of 
patient education in the various countries is difficult to 
compare because of the huge differences in the healthcare 
systems. The impact of the organization of patient education 
on the practice of doctor-patient communication is not clear. 
As a result, this study can say nothing about quality 
differences in the practice of doctor-patient communication. 

Although the results of the document analysis and the 
interviews confirmed each other, an amount of five 
interviews is insufficient to give a good description of 
patient education in all hospitals in a country or region and 
the relevant conditions. The selected hospitals in which a 
patient education officer was interviewed are cases only. 
They may differ from other hospitals in a country/region. 
Also the description of the situation in the three countries/ 
regions might not be recent and accurate on all aspects, due 
to sometimes rapid changes in health policy and the limited 
scale of the document analysis. However, this research does 
give a broad view on the organization of patient education 
within Western European hospitals. Better and more 
extensive research is needed to describe the organization 
of patient education and analyze exactly which conditions 
are important for this. 

4.2. Conclusion 

In all three countries/regions, the Netherlands, England 
and Flanders, there is patient education on the organizational 
level and on the program level. The organizational level is 
strongest in the Netherlands through the employment of 
patient communications officers in hospitals. Both the 
Netherlands and England have information desks in 
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hospitals. Compared with the Netherlands and England, 
patient education on the organizational level is the least 
organized in Flanders. The organization of patient education 
on the program level, mainly through patient information 
leaflets and specialized nurses, is quite similar in the three 
countries/regions. 

Policy on patient education of expert centers and of 
patient organizations is an important condition for the 
organization of patient education in hospitals. In England, 
the CFIIQ expert center has stimulated the quality of health 
information, but is currently struggling through a lack of 
subsidies. In Flanders, there is no expert center for patient 
communication. In the Netherlands, the NIGZ expert center 
supports a quality improvement of patient communication, 
the institute is (partly) structurally financed by the 
government. Dutch patient organizations have triggered 
hospitals to pay more attention to patient education. Patient 
organizations were facilitated in this by financial and policy 
support from the national government. Patient organizations 
in both England and Flanders lack weight and influence 
because of a lack of funding. Political pressure to improve 
patient education is therefore not possible. 

Governmental policy and subsidies are the most 
important conditions in the organization of patient educa¬ 
tion. Through the policy on patient participation and patient 
education, the national government lays the foundation for 
the structure and financial situation of the patient organiza¬ 
tions and expert centers. By policy on and the subsidizing of 
patient organizations, the government determines whether 
patient organizations can fulfill their stimulating role and 
lobby for the sake of patient education. Expert centers 
stimulate patient education through quality projects and 
training. Supporting government policy is therefore a 
prerequisite for a stimulating role of expert centers and 
patient organizations in patient education. This research 
suggests that where there is a stable organization of patient 
education in hospitals, it is mainly the result of govern¬ 
mental policy and subsidy. 

4.3. Practice implications 

From an integrated vision on health promotion within 
hospitals, the HPH project has a stimulating role on patient 
education. The HPH network can be seen as an opportunity 
for the further integration of patient education in the hospital 
organization. This can break the tendency to see patient 
education as simply handing the patient an information 
leaflet. Patient education should be an integrated part of the 
patient pathway. Also health promotion activities should be 
linked with continuous quality improvement programmes 
and principles of health promotion are to be incorporated 
into the organizational structure and culture [30]. Hospitals, 
especially in the Netherlands and Flanders, should therefore 
rethink the option to commit to the HPH network. Officers 
working on (the organizational level of) patient education 
should lobby in their organizations for this commitment. 


The European Association for Communication in 
Healthcare is committed to research and practice [33]. 
Respondents in this study were not aware of the organiza¬ 
tion. However, more membership of officers working on the 
organizational level of patient education might stimulate 
evidence-based patient education within hospitals and 
guarantee research attention for the organizational pre¬ 
requisites for good health communication. 
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